The main findings of the first two years of the study were that outbreaks of necrotising enterocolitis occurred in six neonatal units, there was an inverse relationship between birth weight and age at onset, and there were more deaths among girls.' We now report the final results of the project.
Method of evaluation
Neonatologists who were members of the BAPM working in 100 neonatal units were asked to report all cases of necrotising enterocolitis diagnosed in their units to the CDSC using forms that requested data on main clinical features, date of birth, sex, birth weight, gestational age, date of onset of symptoms of necrotising enterocolitis, outcome, evidence of infection, and findings at operation or necropsy, or both. Criteria for reporting necrotising enterocolitis were the presence of at least two of the four following features: abdominal distension; blood in the faeces; hypotonia, lethargy or apnoeic episodes; and pneumatosis cystoides intestinalis. Cases were considered confirmed if they had either pneumatosis cystoides intestinalis, gas in the portal venous system or free air in the abdomen on abdominal radiograph, or It was not recorded whether six babies had operations, and the outcome was not known for three other boys. Five weighed <1500 g (two girls, one death; three boys, one death), and four weighed >1500 g (one girl, survived; three boys, unknown). The highest mortality was associated with very low birth weight and low gestational age, although surprisingly a trend of decreasing mortality with increasing birth weight was not seen within the VLBW group with confirmed necrotising enterocolitis; the mortality among these infants compares favourably with earlier studies.8l1 In VLBW infants, onset in the first week of life and an abnormal bleeding tendency or low platelet counts were associated with significantly higher mortality. The mortality among infants with evidence of intrauterine growth retardation was not increased. Gram negative bacteraemia was associated with a higher mortality and this observation might be used to support the use of prophylactic antibiotics. It should be borne in mind, however, that antibiotic resistant organisms may cause severe morbidity.12 Strict infection control, especially attention to hand washing, must be maintained at all times.13 14 Infants who had operations had a significantly higher mortality. A possible explanation for this is that operation was only undertaken when the clinical condition was deteriorating, and when the outcome was poor. In this surveillance study we did not collect data on the indications for operation, but the fact that mortality was not lowered by operation in this and other studies11 15 indicates the urgent need for controlled trials to evaluate the role of operation in the management of necrotising enterocolitis. Kliegman and Fanaroff16 suggest that in the absence of intestinal perforation (shown on abdominal radiographs or by paracentesis) operation should be avoided; even in infants with perforations, conservative management may be successful. '7 In our study 38% of infants who had operations were not reported as having radiological evidence of perforation. In infants considered to have necrotising enterocolitis without pneumatosis cystoides intestinalis the outcome without operation was excellent, and referral of such cases to a paediatric surgeon would not generally be indicated.
The persistently higher mortality among girls is intriguing and cannot be explained by their lower birth weights and gestational ages. In VLBW infants who had necrotising enterocolitis confirmed during the first week of life there was an increased mortality, but in infants who did not develop necrotising enterocolitis until the second or third week mortality fell steadily among boys but increased among girls. One possible explanation is that a higher proportion of girls survived other more common life threatening diseases associated with low birth weight and prematurity, but that these ill survivors were less able to withstand the additional stress of necrotising enterocolitis. This may also explain the finding that VLBW girls were less likely to have operations, perhaps because they were considered less able to withstand operation, although the mortality was higher among those who did have them.
The The necrotising enterocolitis surveillance scheme was successful in clarifying the clinical presentation of necrotising enterocolitis, it highlighted the occurrence of outbreaks,' and has helped to elucidate factors associated with mortality. Furthermore, it provided the basis for a multicentre case control study that identified risk factors for necrotising enterocolitis. 23 The under reporting, however, prevented the calculation of incidence rates for necrotising enterocolitis for the United Kingdom, and prevented regional comparisons. Future incidence surveys of necrotising enterocolitis should adopt active surveillance methods6 rather than depending upon the physicians to initiate the reporting.
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